I SUPPOSE all will admit the importance of the relations that morbid states of the appendix bear to the pelvic organs of women, and that an acquaintance with them is essential alike to the gynecologist, the general surgeon, and the practitioner. It is because I do not find in the past Proceedings of this Section, or of the Amalgamating Societies, that these relationships have been specially dealt with that I venture to ask your attention to a brief consideration of them.
At the outset I must disclaim any pretension to an attempt to throw fresh light on a matter so thoroughly sifted by many whose experience in this direction has enabled them to collate much valuable material and to draw conclusions based on the observation of a very large number of cases. Rather my desire is to briefly review from the pathological, clinical and operative standpoint the influence our present knowledge exerts on the diagnosis and operative treatment of appendical complications in affections of the female genitalia. Nor is there time, even were I so inclined, to weary you with any lengthened details of special cases. There are many present who in a large operative experience have doubtless met with a great variety of conditions in which the appendix was included in the operative area, as also various abnormalities in its size and position. I may mention a few of several examples which have occurred to myself. I operated upon a child, aged 10, in which there was a doubt, as to diagnosis. She suffered from colicky pains, but the bowel had acted with aperients. Under aniesthesia, a hard mass was felt above the left fornix; there was a malformation of the uterus, it beingabnormally small. At the operation a long appendix was found dipping down to the pelvic floor, to which it was adherent, and here there was a circumscribed abscess. The uterus and ovaries were not developed. In the upper bend of the sigmoid there was a mass which proved to be a hard concretion. The appendix was removed, and with drainage the girl made a good recovery.
Quite recently I operated upon a child, aged 11, for undoubted symptoms of chronic appendicitis. The thickened and inflamed appendix, with faecal contents, and a dilated end, was found firmly adherent to the right ovary.
Some years since, in operating for a right pyosalpinx, I found a very long appendix which stretched across the abdomen and was adherent to a diverticulum of the bowel.
Operating for adnexal trouble in another case, in which there were appendical symptoms, I sought for the appendix and could not find it. It was represented by a thin fibrous cord some 3 in. in length which had formed an adhesion with the adjacent bowel. I had only once seen a case in which the appendix was absent; this was in Professor Kronig's clinic in Freiburg. Dr. Cuthbert Lockyer reports on the structure I refer to: "There is no trace of gland tissue, nor of any epithelial nests in this interesting specimen. It differs from the usual peritoneal inflammatory bands that we occasionally have to examine in the fact that its structure is systematized into outer longitudinal and inner annular bundles of fibromuscular tissue; then, where the lumen should be, is seen a loose areolar fibrous network carrying blood-vessels." I wrote at the time to several operators with special experience in appendical affections, and though all had seen rudimentary appendices, or the appendix reduced by inflammatory action to a short thin cord, none of them had come across an instance of complete absence.
I throw on the screen the drawing of a typical case of appendical complication, in which the appendix held two large and hard concretions. The appendix was matted to the tube and ovary, and one concretion, which I returned into the appendix, is seen at its severed end. There was no suspicion of appendicitis previous to operation.
On other occasions I have found an appendical abscess with perforation complicating adnexal disease in which the discovery was not made before the coeliotomy. On two occasions I have had to perform appendectomy after previous coeliotomies-on one occasion after removal of the adnexa, and on the other after hysterectomy.
A case in which I failed to unravel the cause of the post-operative peritonitis, and the only one of the kind that has occurred to me, was the one which taught me the lesson never to close an abdomen without examining the appendix. I operated on a married woman who suffered from severe dysmenorrhoea, aged 38, for chronic endometritis and cystic ovaries, resecting both of the latter after curetting the uterus. The operation was ;straightforward. Everything went well, and the bowel had moved, when on the sixth day symptoms of peritonitis set in, and the abdomen became suddenly tympanitic. Exploration of the pelvis revealed nothing. I inserted a suprapubic drainage tube, and began rectal irrigation, but the tympanites continued. I re-opened the abdomen and explored, but discovered nothirng beyond a greatly distended bowel. Enemata still acted. She died on the thirteenth day after operation. At the post-mortem I found a circumscribed retroccecal abscess, the appendix having quite sloughed away. I had no history of appendicitis in this case, neither was there any sign or symptom pointing to its occurrence. The condition of the ovaries and uterus quite explained her symptoms, but there must have been an old appendical condition, probably the dormant remains of a periceecal abscess, which the operation roused into activity.
Before discussing the point of diagnosis I may say a few words as to the course of the infection or inflammation, whether from appendix to ovary, or vice versa. Hartmann quotes Treub, Stratz, Dutilh, Olshausen, as explaining this through the continuity of the " appendiculo-ovarian" ligament, described by Clado in 1892, who located in this the vessels, spermatic nerves, and lymphatics of the ovary and uterus, and recognized at the time by Broesike, Waldeyer, Nagel, and Martin. Waldeyer, in his standard work on the pelvis (1899), in a footnote, states that it is superfluous to describe the ligament of Clado, at the same time saying that in this he (Waldeyer) is in agreement with Nagel, writing in 1897, and that it is merely an extension of the suspensory ligament of the ovary. This view, however, was expressed five years after Clado's description. In Doderlein and Kr6niges work,1 published in 1907, they write: "The frequent association of appendix and adnexal disease is to be attributed to the appendiculo-ovarian ligament, which -connects the appendix directly with the suspensory ligament of the ovary. One can easily see that. a retrocoacal abscess may sink along this ligament towards the genitalia, but. we believe that it is generally concerned in the extension of extraperitoneal rather than of intraperitoneal abscesses.
" The close connexion of the right adnexa with the appendix makes it possible that inflammatory processes in the adnexa may involve the appendix,. and vice versa. The anatomical connexion is due to the appendiculo-ovarian ligament, which springs from the infundibulo-pelvic ligament. Parametritic disease may extend along this ligament to the cellular tissue between the mesentery of the cocum and the iliac mesentery of the appendix, or in the. '"Operative Gynakologie," 2te Aufl., 1907. opposite direction, and thus an inflammatory process may extend from the adnexa to the gut. "The adnexa of the right side are generally involved, but when the appendix is abnormally long the inflammatory disease may extend to the left adnexa. The primary condition is generally a chronic adhesive appendicitis. Suppurative processes may extend from the appendix to the adnexa, or from the adnexa to the appendix either along the lymph tracts or by direct rupture from the one into the other.
" When the appendix is long a peri-appendicular abscess may extend into Douglas's pouch, or even when it is normal in length and position the abscess may spread down into this pouch. But only a small proportion of abscesses in Douglas's pouch is of this origin."
On the other hand, Hartmann quotes Futh, who regards this ligament as only seen exceptionally, and its existence he states is denied by Barnsby, Craig, Poirier and Cuneo, and Kelly, who affirm that there is no such connexion between the blood-vessels and lymphatics of the ovary and those of the appendix, and that this so-called "ligament," when it exists, is simply a fold of peritoneum passing behind the meso-ovarium. Hartmann himself leans to the opinion that the inflammation extends through the serous peritoneum; this more easily happening in women through the descent of the appendix into the roomy female pelvic basin, assisted possibly by the pressure. of the corset and the relaxation of the peritoneal folds following labour.
I have written to various anatomnical authorities in the United Kingdom and have had replies from all. Some are unable to give any decided opinion, but the following abstracts from answers enable us to form a fairly accurate ideal as to British views on the question. Professor Robinson, of Edinburgh, does not like to pronounce absolutely as to whether it is a definite structure containing vessels and nerves-he rather doubts its constancy, as it would appear to be a secondary connexion between the appendix and the ovary developed after the descent of the cmcum into the iliac fossa. Professor Reid says the material he is possessed of is not sufficient to settle the point. Through Professor Stirling (Mvanchester) I have Professor Elliott-Smith's opinion: " It exists in some bodies and is occasionally wanting." " When it exists it contains lymphatics and nerves." Professor Fawcett (Bristol), who has made a special study of the appendix, says: " It is not in any sense constant, and is certainly not identical with the peritoneal stalk of the ovary. In some cases the fan-shaped stalk of peritoneum descending into the pelvis has the ovarian vessels in the hinder margin, and the anterior edge may run between the mesoappendix and the right ovary." He considers it much more important to examine the course of the lymphatics, as this does not imply any peritoneal fold, and that modern investigators have quite failed to establish Clado's description of the lymphatic path alluded to; so also has Professor Jamieson, of Leeds. Professor Paterson (Liverpool) has been kind enough to send me a drawing of a dissection made after receiving my question re the appendiculo-ovarian ligament. This I Drawing of a dissection by Professor Paterson. C., colon; A.C., ascending colon; I., ileum; S.I., small intestine; I.C., iliac colon; P.C., pelvic colon; R., rectum; U., uterus; B., bladder; O., ovary; O.L., ovarian ligament; R.L., round ligament; A., appendix; T., tube.
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show you (see fig.) In his opinion " the niormal fold which, contains the ovarian vessels, nerves, and lymphatics is the infundibulo-pelvic ligament (which is much neglected by anatomists but which is constantly present)-a peritoneal fold extending from the pelvic brim to the outer end of the Fallopian tube; the so-called appendiculoovarian ligament is a continuation of the infundibulo-pelvic up to the appendix." Dr. Addison (Bartholomew's) writes: " I have never seen anything myself beyond a trivial peritoneal fold passing from the base of the meso-appendix to the pelvic brim near the ovary and it did not contain vessels. Certainly such a fold as Clado described must be very rare." Professor Symington (Belfast) writes: "I do not believe in an appendiculo-ovarian ligament. The fold of peritoneum containing ovarian vessels, &c., which passes from the pelvic brim downwards to the ovary is not, in my experience, continued upwards and outwards into the meso-appendix. The ovarian vessels certainly do not take that course, and I think the evidence as to the lymphatics is equally clear, but I have not personally made any special injection of the lymphatic vessels. The difference in the development of the appendix and the ovary and of their blood-vessels is a strong argument against such a connexion between the ovary and the appendix as is described by Clado. I had a good specimen in the dissecting room last winter of the inflammation of an appendix involving the outer end of the Fallopian tube, but in this case the appendix was hanging down into the pelvis and there was no necessity to assume a lymphatic connexion to explain an adjacent organ becoming involved. Great care requires to be exercised in the examination of the peritoneum in connexion with folds of the membrane. Nothing is easier than to manufacture them by gentle traction." Professor Alexander Macalister (Cambridge) says: "There is a peritoneal fold, present even in early foetal life, descending from the neighbourhood of the meso-appendix to the ovarian folds. In or close to this (not apparently always or indeed often in it) descend vessels and nerves, and the ascending lymphatics pass. The streami of vessels, &c., here lies at the attached border of the fold in the subperitoneal connective tissue, but not actually in the fold, at least in the majority of cases, but the fold is usually related to this line of lymph and bloodvessels."
Dr. Reid (Cambridge), who has devoted special attention to the genesis of these peritoneal folds between the appendix and the ovary, has published an important paper on a special peritoneal fold present in 55 per cent. of twenty fcetuses examined.' Five of the eleven were females. This is the genito-mesenteric fold, passing downward from the inferior surface of the mesentery in the right half of the abdomen. The anterior border of the fold is in most cases free, and the fold itself I " Studies of the Intestine and Peritoneum in the Human Fcetus," Part I, by Douglas G.
Reid, M.D., Demonstrator of Anatomy, Cambridge University, Journ. Anat. and Phys., 1911, xlv, p. 73. is usually continuous below with the suspensory ligament of the ovary. In some cases the ileum may be adherent to its right side, the adhesion occurring close to the ovary, which thus comes to be intimately bound to the ileum. This is not a pathological adhesion, and the continuity of the fold with the suspensory ligament of the ovary is not constant. The two may be separate, although lying in line one above the other. There were also certain definite relations of the appendix to the genitomesenteric fold, and these relations of the mesentery, ileum, and the fold, as well as in some cases the caecum, must have an important bearing on the future spread or arrest of inflammation from the cecum and appendix to the ovary. As Dr. Reid says, the genito-mesenteric fold must be of considerable interest from a surgical and gynaecological point of view.
It seems clear from these opinions that we must in some cases at least look for another track of infection than by this ligament. I shall refer to this again. Some significant pathological conclusions may be drawn from the report of MacCarty on 5,000 cases occurring in the Mayos' Clinic,' and Murphy's " General Surgery." 2 First, that obliteration of the lumen of the appendix begins more frequently as a pathological rather than as a physiological process at any time from the fifth year of life, and progressively increases with advancing years to complete obliteration. Second, there is the interesting fact that in this series of 5,000 cases carcinoma occurred in 0 44 per cent. of all cases, and 1P6 per cent. where there was partial or complete obliteration due to destruction of the mucosa and destruction of scar tissue; 73 per cent. were females. Murphy comments on interstitial haemorrhage as a dominating feature of appendicitis. These hemorrhages may be only discernible to the microscope, but they furnish foci for necrosis and ulceration. H. Crossen3 refers to a form of appendicitis which he met with on two occasions in women. There were adhesions between the wall of the appendix and the cacum. In the wall of the latter was an extensive infiltration forming a somewhat large mass simulating an intracaecal growth. Through exceptional mobility of the cmcum this miiass dropped down into the tubo-ovarian region. In both cases removal of the appendix was followed by slow but complete absorption of the infiltration.
Journ. Amer. Assoc., Chicago, 1910, lv, p. 488. Doderlein and Krbnig comment on the unreliability of statistics that bear on the correlation of appendicitis and adnexal disease, since a number of operators choose the vaginal route when the appendix is not exempted. Kronig, in the work I have referred to, quotes these figures (p. 369) :
" Diihrssen found it in 3 per cent.; Amann in 280 laparotomies found the appendix diseased in seventeen, that is, 6 per cent.; Kelly in 200 laparotomies found the appendix affected in twenty-five; and Hermes found the same condition in 53 per cent. of the seventy-five cases he observed." And he adds "These considerable differences in the frequency of the coincidence of appendicitis with gynmecological troubles are due to the fact that some remove the appendix when there is the slightest adhesion to the adnexa, otbers only when there is definite disease in the appendix. Since we (Kronig) for some time have in gynaecological operations removed every appendix, and have had it examined microscopically, we have become convinced of the frequency of appendicitis in women; in about 50 per cent. of the cases there were evidences of either acute or recovered appendicitis. "A right-sided pyosalpinx in young patients, in whom there is neither clinical nor bacteriological evidence of gonorrhaea or tuberculosis, is almost certainly due to infection of the tube from a primary appendicitis.
" An abscess in Douglas's pouch results relatively frequently from an appendicitis; its diagnosis may be difficult, as the same objective signs occur with suppurative beematoceles and ovarian cysts. We agree with Veit that the presence of pus in Douglas's pouch is not always due to a paratyphlitic abscess, but it would be, in our opinion, incorrect to deny the great frequency of this cause of abscesses in Douglas's pouch."
Kronig puts the definite question " whether gynacologists should remove a normal appendix in every case in which they open the abdomen." His answer is as follows: "We always extirpate the appendix, because, in the first place, we cannot be always certain whether it is normal or not; in the second because, in our experience, 50 per cent. of women have at some time or other an acute appendicitis; and thirdly because the appendix is functionless in adult women. We believe that it is essential to remove the appendix in every case in which it is adherent to the adnexa, or when there is any evidence of disease in it." Schauta, writing in 1907, says : "When the appendix is long, and I " Lehrbuch der gesammten Gyniikologie," Leipz. u. Wien, 1895, ii, p. 371. lies deep in the pelvis, diagnosis of these complications is very difficult. It must depend largely on the history. As to the preference to be given to the abdominal or vaginal route in adnexal operations, Kronig and Schauta differ. While they both open abscesses in Douglas's pouch -through the posterior vaginal arch, Kronig prefers the abdominal to the vaginal route in operations on the adnexa. And if, in operating for appendicitis, the adnexa have to be examined, he practises the paramedian or median incision.
On the other hand, Schauta writes: " The question whether, owing to the possibility of these complications, the abdominal route should be preferred to the vaginal in radical adnexa operations must be answered in the negative, though a laparotomy would be preferable when the signs and the history pointed to involvement of the appendix."
In this decision I cannot acquiesce, as I always prefer the abdominal -route. It is different in the instance of an abscess localized in Douglas's pouch. It certainly should be, as he says, "opened by a posterior colpotomy, and the appendix afterwards removed by the ordinary method when the acuter symptoms have subsided." In such cases we cannot " (as Hermes argues) " at the same time remove the appendix and be certain to evacuate all the pus. On the other hand, the abdominal route is much more dangerous, as in exposing the abscess in the pelvis many intestinal adhesions must be broken down and a communication with the abdomen may be easily made. But even by this method it is not always possible to remove the appendix. And when the abscess is drained by a posterior colpotomy, the intestinal adhesions remain undisturbed and infection of the peritoneal cavity is consequently avoided. Further, incision of the abscess in the deepest point is the most favourable for drainage; it must be admitted that there is considerable daDger of recurrence, but an operation on the appendix in the interval is quite without danger."
A most exhaustive communication on this subject has appeared from the pen of Professor Henri Hartmann, published in the Annales de Gyne'cologie et Obstetrique, 1908, v, pp. 65, 144 . Out of 1,707 cases, operated upon by various surgeons, 1,195 were males, and 512 females, showing the greater preponderance of appendicitis in the male. On the other hand, Hartmann believes that this apparent preponderance, arrived at from the statistics of German surgeons, is due to the fact that a large number of cases is treated by gynecologists, for in the Pathological Institute of Munich, since 1854, of 1,800 autopsies, deaths from peritonitis following perforation of the appendix were more frequent in the female than in the male. He quotes Hunter Robb, who systematically practised removal of the appendix in 370 coeliotomies. Histological examination made in every instance showed that in 136 the adnexa were healthy, and in twelve of the latter there were inflammatory lesions of the appendix. In 148 cases of affections of the adnexa there were twenty-five instances of appendicitis, that is, in 8 82 per cent. the appendix was involved, while the adnexa were sound, and in 16'89 per cent. both the appendix and adnexa were diseased. Further, Peterson, who removed the appendix systematically in 500 cases of coeliotomy, for affections of the genitalia, as the result of microscopic examination, found that 47 per cent. of these had lesions which were the result of appendicitis.
Howard Kelly, in his recent work on " Medical Gynaecology," 1909, devotes a chapter to the conditions of association between appendicitis and pelvic diseases, which is well worth perusal. In the ten years previous to 1904 he removed the appendix in 240 cases, the majority of which were combined gynecological and appendical affections. In ninety of these the appendix alone was affected; in sixteen only was it removed as a prophylactic measure. Out of 300 operations for cystoma, the appendix was adherent to the tumour at the right side in seven, and at the left in three instances. He remarks that dermoids and cysts in which torsion has occurred are more apt to cause adhesions, and hence more frequent involvement of the appendix, and some inflammatory changes in its walls. It is, as he remarks, a common experience that the appendix is rarely implicated in myomata, while in ectopic gestation it is often found adherent, and in 10 per cent. of the extra-uterine pregnancies in Kelly's clinic these adhesions or acute inflammations were present. Such appendical implication would explain those septic cases of extra-uterine pregnancy in which a septic cavity is found in the wall of the sac, or a septic abscess communicates with it. This happened in a case of my own in which the appendix and sac were both incorporated.
I bave sought, for the purpose of this address, the opinion of some leading gynacologists in Europe and America, most of them personal friends, as to their views on removal of the appendix. Their replies I briefly epitomize. I take first the opinions of a few American confreres. I find that
Kelly practically always removes the appendix unless it has been converted into a thin cord by previous disease. This step he has been an advocate of for several years. E. Montgomery, of Philadelphia, writes: "I am in the habit of removing the appendix in every abdominal operation, whether it seems diseased or not. It requires but a few minutes' additional time, it apparently does not add to the gravity of the procedure, and it saves the patient subsequent trouble. The only case in which I would consider the retention of the appendix would be where the patient has undergone a prolonged and serious operation, and it seems undesirable to subject her to further interference." He refers to the fact that in one case he had to re-open the abdomen two weeks after an ovariotomy for acute appendicitis, and in other cases at a later period.
Dr. Polk, of New York, in every case of coeliotomy, the condition of the patient permitting, examines not only the appendix but the surface of the kidneys and under surface of the liver, and the appendix is removed if it shows, either by touch or sight, evidence of disease or malformation, such as extreme length. If it is of normal length, and if free of enlargement at the extremity, or any other evidence of disease, it is not disturbed.
Dr. H. J. Boldt, of New York, exposes the appendix for examination in every coeliotomy for pelvic disease, and removes it in nearly all instances. Of several hundred appendices thus removed and examined, more than 75 per cent. of them were reported to be in a condition of inflammation, usually catarrhal. The only exception to non-removal is when the previous intervention has been of such a serious character, and consumed so much time, that it would be inadvisable to prolong the operation for the purpose of removing a seemingly normal appendix.
Dr. William Mayo, of Rochester, Minneapolis, says: "We always examine the appendix when a celiotomy is performed for affections of the pelvic viscera, and, if diseased, remove it, unless for some reason the condition of the patient will not permit of this being done. We do not practise or advise the removal of a normal appendix." Dr. J. B. Murphy, of Chicago, always examines the appendix, but is not in favour of its removal as a routine procedure in pelvic operations.
He has had but one case of appendicitis sixteen days after a hysterectomy. If there were " a clean-cut history of previous appendicitis this would point to its removal."
Professor Lapthorne Smith, of Montreal, examines every appendix at the beginning of an operation, and adds, " The more we think of the dangers of the appendix, especially during the puerperium, the better it would seem that we should remove it whenever we have the abdomen open for other reasons," and he quotes some cases in support of this view.'
Turn we now to some German colleagues: Professor Paul Zweifel, Leipzig, does not lean to removal of the appendix in every case, though he always examines it, ablating it only when after macroscopical examination it is, found diseased. The secondary inflammation spreads through the lymphatics.
Dr. Zurhelle, in the absence of Professor Fritsch, of Bonn, says that the appendix is examined in every operation on the pelvic organs, and is removed in all cases where there has been a history of appendicitis, if it is macroscopically changed or adherent, but not in every coeliotomy.
Professor Bumm seldom removes the appendix. He rather objects to the necessary prolongation of the operation, and considers that after appendectomy the risk from bacterial flora is increased; also that the median incision is inconvenient. Therefore he only removes it when it is injured in the operation, or when well-marked disease is present.
Professor Schottliinder joins absolutely in the late von Rosthorn's rule, one which is followed by all his best pupils, and was published after his death in the Transactions of the International Congress at Budapest in 1909, and also in the Monatsschrift fur Gyndkologie, October 1, 1909 , that in every coeliotomy performed for affections of the pelvic organs, the appendix should be examined, and if macroscopically involved, is to be removed. Otherwise, not yet knowing whether it may not have a peculiar function, appendectomy is not indicated. This also is Professor Wertheim's opinion, but he much more frequently selects the vaginal route.
Professor Doderlein considers it most important to take the appendix into consideration in every abdominal operation for pelvic disease, removes it in inflammation, when adhesions are present, or any diseased condition; but he is of opinion " that removal of a healthy appendix is an absolutely unnecessary attack."
Professor Schauta examines the appendix in every case of laparotomy, and removes it only if there is any unhealthy appearance.
Professor Schultze, of Jena, is in favour of removal of the appendix in pelvic operations of women unless this is contra-indicated by some special complication or through prolongation of the operation. He does not always examine it in vaginal celiotomy.
Professor Dmitri de Ott, in every coeliotomy and colpotomy when the I Amer. Journ. of Obstet., New York, 1909, lix, No. 6. abdominal cavity is opened, examines the appendix, but does not remove it unless there is some lesion or abnormality.
Professor Mangiagalli examines it in every case, and removes it if it is adherent, if there is fluctuation in its free extremity, if its walls are hyperplastic, or if it contains a foreign body or concretion.
Professor Jacobs, of Brussels, examines the appendix in every coeliotomy for affections of the genitalia, removing it when there is any disease, if it is inflamed, adherent, or contains a foreign body. He draws a distinction between the inflammation which is secondary to contact with diseased adnexa, and that which is a primary infective affection of the appendix itself. While recognizing the comparative frequency of appendical complications in diseases of the adnexa, he does not agree with the view that the appendix should be removed in every coeliotomy performed for such.
Professor Pozzi, while deeming its examination necessary in every case, and removing it in case of a lesion or excessive length, thinks it quite unnecessary to remove it in all other cases.
Taking the practice in Ireland as expressed by Dr. John Campbell, of Belfast, and Drs. Tweedy, Jellett, and Kidd, of Dublin, the appendix is examined and its condition ascertained in every coeliotomy, but it is not removed either as a prophylactic or routine measure; while, as representative of the practice in Scotland, Sir Halliday Croom, after an experience of over 2,000 celiotomies, never removes the appendix unless it is adherent or the seat of disease. It is always examined. If asked in a doubtful case as between ovaritis and the appendix, he would say that it was generally appendicitis. This also is the practice of Dr. Munro Kerr.
Dr. Murray, of Liverpool, who has had a large experience in this direction, writes to the same effect.'
Of 269 abdominal sections performed by Christopher Martin in 1910 (thirteen of these being for appendicitis alone), in 16 per cent. of the remaining 256 laparotomies (90 per cent. of these being for affection of the genitalia) it was necessary to remove the appendix.
As to diagnosis, we are not here discussing those cases in which the typical signs and symptoms of uncomplicated appendicitis, whether of the more acute or chronic type, are present. Rather am I referring to those in which the appendical symptoms are masked by the adnexal, and the presence of adnexal inflammation or disease overshadows the Since writing the above I have had replies from Professor Bossi (Genoa) and Professor Gustav Klein (Munich). Both inspect but do not remove the appendix unless it is diseased or in some way implicated. appendicitis, as well as that class of case in which the affection of the adnexa is masked by the symptoms of appendicitis.
It is well known that many times an appendix has been removed in which but comparatively trifling changes have been detected, and in which a subsequent operation has been necessitated through a continuance of the symptoms due to an ovarian or tubal condition overlooked at the time. The liability to error occurs because no gross changes in the adnexa have been discovered bv vaginal examination or possibly have not been sought for, and the predominant partner in the trouble has excited and demanded all the surgeon's attention. This exactly occurred in a case which many years since I had under my care, and in which I was doubtful of the appendical complication, not finding evidence sufficient in the adnexa to explain the symptoms. A distinguished surgeon was brought in, and I urged the need for immediate operation. He did not see his way to accept this view, and his attitude was supported by a physician colleague. Feeling, as I then said, that the time for " masterly inactivity " had passed, I retired from the case. A few days afterwards operation was decided upon, and I was invited to be present. When the abdomen was opened a large appendical abscess was found, and the bowel had ruptured. The issue was fatal.
In regard to diagnosis as between the two points at which we may locate the base of the appendix, McBurney's or TIanz's, the researches of A. Garan would appear to prove that the former is 2 in. above, and that the latter approximates more closely to the base. McBurney's point, he considers, lies rather over the inner medial portion of the ascending colon.' Still, as Murphy points out, the cutaneous hyperaesthesia over McBurney's point, due, as he believes, to the distribution of the ileo-caecal segment (including the appendix) to this zone (Meisel) is the most important of the three classical clinical signs-namely, pain, rigidity, and hyperesthesia-which indicate that the appendix is affected. Murphy leans to this explanation of the hyperaesthesia rather than to the occurrence of lymphangitis (Lennander), excitation of the sympathetic ganglia, or inflamed lymph nodes. ,Olshausen's diagnostic distinction is only of use in some cases to aid us in distinguishing the seat of the exudation. He lays stress on the fact that the peritoneal exudation in appendicitis is not as wide as in salpingitis, though it may extend to a greater' length.
The various conditions and complications found when the appendix is involved with adnexal inflammation render it most difficult to say I See J. B. Murphy, " General Surgery," 1911, ii. Obstetrical antd Gynmcological Section which of the two has taken the primary part in the morbid process. The appendix may be simply adherent to the affected adnexa. It may be diseased and adherent, there may be a swollen appendix above the inflamed adnexa, though free from them; a pyosalpinx may be formed with an appendical abscess or perforation, or the purulent focus may lie outside and free from either the appendix itself or the adnexa. Hartmann instances such a condition where there was a collection of pus isolated in the recto-uterine cul-de-sac, following appendicitis, the cEecum being at the level of the superior pelvic strait. Here the adnexa formed part of the anterior walls of the abscess; they were healthy, and the lumen of the tubes was not obliterated. In such a case there could be no doubt where the mischief began, nor can we have any hesitation in deciding when the left adnexa are healthy, and there is an inflamed appendix or abscess at the right side, to which the adnexa are adherent.
Or, contra, inflamed adnexa or pus tubes may be at both sides, and a simople adherent or inflamed appendix. So, when we find a distended and inflamed appendix pathologically altered and adherent to the inflamed adnexa, and that it contains a foreign body or concretions, we miay have little doubt as to where the mischief originated. But when the morbid process has been of old standing, and has advanced beyond a certain stage, both the adnexa and appendix being involved, it is very difficult to pronouncedefinitely in which situation the inflammation commenced, and fromii whence it spread.
It must be remembered that once adhesions arising from inflamed adnexa have bound down the appendix, or possibly strangled it, pathological changes begin from congestion of its tissues and vessels which lead up to the secondary appendicitis. Thus Hartmann, in his commuunication, differentiates between three types of case on which he has operated. In the first, the adnexa and appendix were both mutually and seriously involved; in the second, the sections of the ablated tubes showed the characteristic changes of chronic salpingitis, while the )mtCOUs and muscular coats of the appendix were normal, the serous and subjacent tissue alone being involved, and infiltrated with a mass of embryonic cells and leucocytes. Thus an ascending genital inflamlnation had attacked the external tunics of the adjacent appendix. In the third type, microscopic examination showed gross changes in the appendix, while the tubes were little affected, the serous covering, and the subserous cellular tissue alone being affected. He argues that a secondary infection of the tubes or the appendix in the peritoneal cavity, or through the peritoneum, is thus nmade clear. From the fact that in jy-14 355 a considerable number of cases in which the appendix is unhealthy the adnexa of the left side only are affected, he concludes that the infection travels by the pelvic serous peritoneum. Of his thirty-nine cases operated upon for adnexal affection in which the appendix was involved, there was disease in both sides in twenty-one, in the right side in ten, and in the left in eight.
I need not delav to insist that the biinanual and recto-vaginal examination made with the pelvis elevated, under ancesthesia, is essential in making our diagnosis in these doubtful cases. Unfortunately, anEesthesia sometimes cannot' be availed of. In two such cases recently seen in emergency I was certain in one, from the presence of a large pelvic exudation, and the collateral abdominal signs and symptoms, that we were also confronted by an appendical abscess. This turned out to be the case. In the other the whole antecedent history, and the rapidity of the onset of the attack, pointed to appendicitis, while vaginal examination revealed a bilateral pelvic exudate and a fixed uterus. Operation disclosed at once a perfectly normal short appendix pushed upwards with the cecum by a large pelvic purulent collection, and a double pyosalpinx, all the pelvic contents being matted together. The patient made a good recovery.
An interesting gynacological association in appendix troubles is their occasional relation to dysmenorrhcea. This may be due to the involvement of the ovary by adhesions, or otherwise, through the affected appendix (Sonnenburg and Kruger), or be due to a functional and nervous disturbance (Fraenkel). After appendectomy the dysmenorrhoea has disappeared (Hermes, Brandt, Beahan, Moraller). We cannot either attach. much impqtance to Delageniere's view that if the appendix be the source of the pain it occurs before or at the beginning of the period, whereas in the ovarian it supervenes rather before its close.
MacLaren drew special attention to the causal relationship between appendicitis and dysmenorrhcea,l pointing out that dormant appendix disease was the undiscovered cause of dysmenorrhoea in certain cases. The more characteristic signs, according to Soupault and Jouaust,2 of dysmenorrheea due to appendicitis are: (1) The occurrence of severe pain before and during the onset of the catamenia; (2) the presence of gastro-intestinal symptoms or muco-colitis; (3) symptoms of pain, discomfort, and pressure in the right iliac fossa, disappearing with the Amer. Gyn. and Obstet. Jouirn., New York, 1900, xvii, p. 14. advent of menstruation; (4) the rise in temperature in the rectum as compared with that in the axilla with an accompanying increase in the rapidity of the pulse. From all the evidence before us, it would appear that this-source of dysmenorrhcea is due possibly, as Soupault surmises, to an inflamed and adherent appendix which is attached to the ovary as a result of previous appendicitis.
You will draw your own conclusions from the general tenor of these opinions, and your individual experience.
So far as I know, the usual practice in the London clinics is not to remove the appendix unless it be abnormal or diseased. I think we may arrive at these deductions from our present knowledge:
(a) In a fairly large proportion of affections of the internal genitalia, both the appendix and the adnexa are involved in the inflammatory or morbid process.
(b) The inflamiimation may spread either fromii direct contact of the appendix with the adnexa through the peritoneum, the lymph channels, the appendiculo-pelvic ligament, or such a structure as that described as the appendiculo-ovarian ligament. (c) Infection fromll the appendix to the adnexa has to be more specially feared when there is an appendical abscess with gangrene or tuberculosis, and from the adnexa to the appendix when there is rightsided pyosalpinx, imalignant disease, tuberculosis, or gonorrhcea. Such a conlplication has to be remembered in the puerperiun.
(d) The differential diagnosis as between appendical and adnexal inflammation, whether acute or chronic, inust depend on the preponderance of the classical signs and symptoms characteristic of each which are present, the earlier history and progress of the case being taken into consideration with these. Kelly quotes R. T. Morris as placing abdomninal rigidity foremost in the clinical signs indicative of appendicitis. Still, it is clear that in a spreading perimetritis, in which the appendix is secondarily involved, this test must be fallacious. As a rule we may say that an acute inflammation occurring in a young person, in which there is ambiguity as to its seat, will, in the mlajority of cases, be due to appendicitis. The fact that it is the left adnexa which are found diseased does not exclude the possibility of this complication, though it is more frequent when those of the right side are affected. The appendix, therefore, should be examined in every case. (e) When the abdomen is opened for a grave appendical trouble the adnexa should be examined.
(f) Appendical adhesions are a frequent cause of post-operative and recurrent pains.
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Scharlieb: Carcinoma of the Rectumi-(g) The appendix should be removed in every instance where abnormality or disease is found.
It should not be left if it be of unusual length, when the right adnexa are removed, or when, from the character of the operation, there is a probability of future adhesions forming which may involve the appendix; indeed, it is doubtful if it be not wiser to remove it in every cceliotomy for rightadnexal disease.
Operative action arising out of these conclusions will always be dependent on the severity of the operation, and the influences its prolongation may have in lessening the chances of the patient's immediate recovery.
A Case of Carcinoma of the Rectum occurring in a Patient from whom Malignant Papillomatous Cysts of both Ovaries had been removed six years previously.
By MARY A. SCHARLIEB, M.S.
MRS. R. Patient was first seen on September 29, 1904. Aged 51. Married at the age of 29. One child, aged 21. Menopause, May, 1904. She complained of much irritation of the bladder, abdominal pain and enlargement. Her mother died at the age of 69 of abdominal tumour, one sister of a tumour, and another sister had cancer of the breast. On examination there was a fluctuating abdominal swelling the size of a six months' pregnancy. Per vaginam a soft mass was felt behind the uterus. At the time of operation two ovarian cysts were found; that on the left side contained 4 pints of reddish-brown fluid, also abundant papilliferous growths, pinkish-white in colour, and very friable. On the right side there was a smaller ovarian cyst also full of papilliferous growths. The peritoneum of the uterus was so damaged by adhesions that supravaginal amputation had to be done.
The pathological report was that the growth was a malignant papilloma arising in the oophoritic portion of the ovary, the cubical epithelium covering the papilliferous tufts showing enormous proliferation, and the cells having trespassed into the very cellular fibrous tissue skeleton of the growth.
Patient had a bad time of it, but she eventually made a good recovery. Heard of at intervals as being very well and strong. November 2, 1910: The patient repQrted that she had been well
